Of the 409 eyes 385 (94-1%) had a satisfactory follow-up for a minimum period of one year. The best corrected visual acuity achieved after 12 to 18 months of follow-up was recorded, and a complete ophthalmic examination was conducted. The causes of visual acuity of 6/18 or less were determined where possible. The results were analysed and considered in relation to the prevalence of ocular disorders diagnosed preoperatively.
The visual outcome and complication rate are the objective means of assessing the success of cataract surgery." While modern cataract extraction is safe and effective, irreversible blindness either from the complications of advanced untreated cataract or from the complications of surgery may occur.3 In addition associated ocular diseases increase the risk of complications and reduce the chances of a good visual outcome. 4 The purpose of this article is to identify the main causes of poor visual achievement after cataract extractions in an Arab population in Kuwait, to highlight associated ocular problems with senile cataract, and to provide data about the prevalence of different eye disorders in this community.
Materials and methods
Four hundred and nine consecutive idiopathic (senile and presenile) cataract Table 1 Age and sex distribution of352 cataract patients   Agegroups  Male  Female  Total  Percentage   Under40  9  7  16  4-5  40-49  41  19  60  17   50-59   72  56  128  36-4  60-69  48  45  93  26-4  70-79  22  24  46  13-1  80-89  4  3  7  2  90+  2  0  2  0-6  Total  198  154  352  100 Table 4 shows long term surgical complications that resulted in a visual failure in 31 eyes. Of the 10 cases of retinal detachment (32.3% of cases) all had at least one operation for the condition, and retinal attachment was achieved in six eyes (60%). Organised vitreous heamorrhage due to combined surgical hyphaema and vitreous loss occured in five eyes, where blood entered the posterior segment from within the anterior compartment, and also opaque media after severe postoperative inflamatory reactions occurred in three other cases. Nine cases (29%) in this group (Table 4) had hand movements to no light perception. Nineteen eyes with poor vision which could not be attributed to a main causative factor were found to have a combination of opaque cornea, raised intraocular pressure, and vitreous opacities. Table 5 shows the prevalence of ocular disorders associated with senile cataract as diagnosed at the One hundred and seventy-nine eyes (46.5%) had some sort of ocular disorder when presenting for cataract extraction. In 97 eyes (25-2%) there were significant corneal opacities. Climatic droplet keratopathy represented 47*4% of corneal pathology and 11-9% prevalence among the cataract population in Kuwait; trachomatous corneal scarring represented 26-8% of total corneal pathology and 6-7% prevalence in the cataract population.
Hypermature cataractous lenses were present in 31 eyes (8%) when first seen. Twenty-nine of these patients presented because of ocular pain due to lens induced glaucoma. All cases had unilateral mature cataract in one eye and good visual acuity in the fellow eye. Lens induced glaucoma was more common in females, with a male to female ratio of 1:2.1.
Advanced glaucoma were found in 16 eyes (4.2%). There was equal prevalence of primary chronic closed angle glaucoma and simple open angle glaucoma. Chronic closed angle glaucoma showed a higher incidence in females, 6 out of 8 eyes (75%). Pseudoexfoliation was noted in 23 patients (5-9%) but was not associated with raised intraocular pressure.
Discussion
The visual outcome after cataract extraction in a selected series of patients with senile cataract was 6/12 or better in 81-6% of cases.2 But the presence of identifiable eye disease besides the cataract increases the risk of operative complications and reduces the visual prognosis. 4 In a review of 500 cataract extractions by Chandler and Wadsworth' 5-4% of eyes had no improvement of vision owing to pre-existing ocular conditions such as macular changes, optic atrophy, or retinal detachment. The prevalence of senile macular degeneration in a cataract population was 13-2% in one study.2 Further, the higher incidence of both cataract and macular degeneration in older people' makes the coexistence of the two conditions very likely. It has been found that the preoperative factor which mainly influences the outcome of cataract surgery is the presence or absence of macular disease. If cases of opaque cornea and glaucoma were excluded from our series, 71.5% of cases would achieve 6/12 or better. Preoperative ocular diseases were found to be responsible for 77-1% of cases with visual failure after surgery in this series. Corneal opacities were the leading cause of poor visual outcome (41%). Trachomatous corneal opacities and climatic droplet keratopathy were found separately or more frequently combined. Climatic droplet keratopathy9 is also known as Labrador keratopathy,'0 spheroidal degeneration of cornea,' and desert keratopathy in this part of the world. It is three times more frequent in males than females and also more severe. Because of its location in the central part of the cornea and the irregularity of the surface epithelium it frequently results in visual deterioration. Though vision is usually somewhat reduced (6/18-6/36), the disease occasionally produces profound visual failure, especially in association with trachomatous corneal scaring. Droplet keratopathy is related to ultraviolet radiation,'2 and females may be protected by wearing veils in this part of the world'3 or by being less exposed to sunlight, as they tend not to go outdoors as males do.
Though acute trachoma infections are infrequently seen among Kuwaitis now, the complications of healed trachoma are nevertheless commonly seen in older people. Cloudy to hazy corneas due to trachomatous corneal scarring, with variable degrees of dry eyes and eyelid malpositions, are daily seen in outpatient practice in the older population.
This situation necessitated a modification of preoperative and operative techniques. Patients frequently had lid surgery or rubbing lashes dealt with first. They might need frequent artificial tear drops before and after surgery. Fornix based conjunctival flaps became more popular, as it is easier to approach the limbus and avoid a scarred superior bulbar conjunctiva in limbal based flaps. Moreover the high incidence of opaque corneas and mature cataracts delayed the popularity of planned extracapsular cataract extraction techniques.
The second problem was the high incidence of lens induced glaucomas (phacomorphic and phacolytic). They were responsible for 17-3% of cases with visual failure after cataract surgery. In this group 21 out of 29 eyes (72.4%) failed to achieve good vision. Only eight eyes (27-5%) were able to achieve 6/12 or better. All the patients had good visual acuity in the fellow eyes. This observation may explain the delay in seeking medical help. Pseudoexfoliation was seen in 5-9% in this series in contrast to a higher incidence in Australian Aborigines'4 and a lower incidence in Americans. '5 All amblyopic and strabismic eyes were identified preoperatively. Three out of 6 myopic eyes with myopic chorioretinal degeneration were identified, but none of the eyes with senile macular degeneration were suspected.
It is of interest to note that visual failure due to preoperative factors did not reduce visual acuity beyond fingers counting, but serious surgical complications did. Six of 31 eyes with surgical complications had hand movements to light perception and three eyes had no light perception.
The surgical complication rate for the whole series as regards retinal detachment (10 eyes), 2-6%, and endopththalmitis (three eyes) 0 7% correlates well with internationally reported figures.4'6'7 Noteworthy is the higher incidence of cataract extraction in younger people (Table 1) ; 21-5% of patients were under 50 and 57-6% of patients were under 60. Such an observation needs further investigation in future studies.
Finally, we recommend earlier extraction of cataract to avoid the complication of hypermaturity, serious consideration of combined keratoplasty and cataract extraction when opaque cornea is thought to be a limiting factor for visual recovery, and the development of more experience in closed intraocular microsurgery (vitrectomy) to reduce the long term sequelae of surgical complications. 
